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West Nile Virus Activity — United States, January 1-December 1, 2005 


West Nile virus (WNV) is the leading cause of arboviral 
encephalitis in the United States. Originally discovered in 
Africa in 1937, WNV was first detected in the western hemi- 
sphere in 1999 in New York City. Since then it has caused 
seasonal epidemics of febrile illness and severe neurologic dis- 
ease. During January 1—December 1, 2005, a total of 2,744 
cases of WNV disease in humans” were reported in the United 
States, an increase from 2,359 during the same period in 2004. 
A total of 1,165 cases were WNV neuroinvasive disease 
(WNND). WNYV infections in humans, birds, mosquitoes, 
and nonhuman mammals are reported to CDC through 
ArboNET, an Internet-based arbovirus surveillance system 
managed by state health departments and CDC. During 2005, 
WNV transmission to humans or animals expanded into 21 
counties that had not previously reported transmission and 
recurred in 1,196 counties where transmission had been 
reported in previous years. This report summarizes provisional 
WNYV surveillance data through December 1, 2005, and high- 
lights the need for ongoing surveillance, mosquito control, 
promotion of personal protection from mosquito bites, and 


research into additional prevention strategies. 


Human Surveillance 

As of December |, a total of 2,744 cases of WNV disease in 
humans had been reported from 596 counties in 42 states, 
18.8% of the 3,142 U.S. counties. Among the cases, 1,165 
(42.5%) were WNND (i.e., meningitis, encephalitis, or acute 
flaccid paralysis), 1,434 (52.2%) were West Nile fever (WNF), 
and 145 (5.3%) were unspecified illnesses. California reported 
854 cases of WNV disease, 31% of the U.S. total, and 285 
WNND cases, 25% of the U.S. total. Other focal outbreaks 





*Defined using the Council of State and Territorial Epidemiologists case 
definition for neuroinvasive and nonneuroinvasive arboviral diseases, available 


at hetp://www.cdc.gov/epo/dphsi/print/arboviral_current.htm 


of WNND recurred throughout the United States, including 
in Illinois (133 cases), Texas (107), and Louisiana (100). In 
the New York City metropolitan area, WNV disease recurred 
for the seventh consecutive year. The highest incidence of 
WNND occurred primarily in the central United States 
(Figure 1), including South Dakota (4.8 WNND cases per 
100,000 residents), Nebraska (2.1 cases per 100,000), and 
North Dakota (1.9 cases per 100,000). Nationally, reports of 
WNYV disease began in late May, peaked during the third week 
in August, and lasted into November (Figure 2). 

The median age of the 1,165 persons with WNND was 
57 years (range: 3 months—98 years), and 665 (57.1%) were 
male. A total of 994 (85.3%) persons were hospitalized, and 
85 (7.3%) died. Sixty-eight (5.8%) persons with WNND had 
acute flaccid paralysis. Their median age was 52.5 years (range: 
9-84 years), and 39 (57.4%) were male; five (7.4%) died. 
The median age of all persons whose deaths were related to 
WNND was 75 years (range: 36-98 years). The median age 
of the 1,434 persons with WNF was 48 years (range: 1-92 
years), and 799 (55.7%) were male. A total of 325 (22.7%) 
persons with WNF were hospitalized, and four (0.3%) died 
as a result of complications; the median age of fatalities 
related to WNF was 89.5 years (range: 44—92 years). 


Animal Surveillance 
A total of 5,204 dead WNV-infected birds were reported 


from 583 counties in 45 states; 325 counties from 43 states 





INSIDE 
1256 Update: Influenza Activity — United States, October 2- 
December 3, 2005 


1259 Respiratory Syncytial Virus Activity — United States, 
2004-2005 


1261 Notice to Readers 
1262 QuickStats 














DEPARTMENT OF HEALTH AND HUMAN SERVICES 
CENTERS FOR DISEASE CONTROL AND PREVENTION 





MMWR December 16, 2005 





The MMWR series of publications is published by the 
Coordinating Center for Health Information and Service, Centers 


for Disease Control and Prevention (CDC), U.S. Department of 


Health and Human Services, Atlanta, GA 30333. 





SUGGESTED CITATION 


Centers for Disease Control and Prevention. [Article title]. 
MMWR 2005;54:[inclusive page numbers]. 











Centers for Disease Control and Prevention 
Julie L. Gerberding, MD, MPH 
Dire tor 
Dixie E. Snider, MD, MPH 
( hief Sc1ence Officer 
[anja Popovic, MD, PhD 


Associate Director for Science 


Coordinating Center for Health Information 
and Service 


Steven L. Solomon, MD 
Director 


National Center for Health Marketing 
Jay M. Bernhardt, PhD, MPH 
Director 


Division of Scientific Communications 
Maria S. Parker 
(Acting) Director 
Mary Lou Lindegren, MD 
Editor, MMWR Serie 
Suzanne M. Hewitt, MPA 
Managing Editor, MMWR Series 
Douglas W. Weatherwax 
(Acting) Lead Technical Writer-Editor 
Stephanie M. Neitzel 
Jude ¢ . Rutledge 
Writers-Editors 
Lynda G. Cupell 
Malbea A. LaPete 
Visual Information Specialists 
Quang M. Doan, MBA 
Erica R. Shaver 


Information Technolog) Specialists 


Notifiable Disease Morbidity and 122 Cities Mortality Data 
Patsy A. Hall 
Deborah A. Adams Rosaline Dhara 
Lenee Blanton Pearl C. Sharp 


Felicia |. Connor 


reported infected birds but no human disease. Collection of 
WNV-infected birds peaked during the third week in August. 
Corvids (e.g., crows, jays, and magpies) accounted for 4,274 
(82.1%) of the birds; the majority of states targeted corvids 
for surveillance. Since 1999, WNYV infection has been identi- 
fied in more than 300 avian species, including 16 species with 
WNYV identified for the first time during 2005. 

Of 1,089 reported WNYV disease cases among nonhuman 
mammals, 1,072 (98.4%) occurred in equines, and 17 (1.6% 
occurred in other species (dogs [five], squirrels [six], and 
unspecified species |six]). Equine cases were reported from 
344 counties in 33 states; California reported 42% of all equine 
cases. Peak reported incidences of equine disease occurred 
during the third week in August. 

A total of 11,263 mosquito pools from 410 counties in 
+3 states and the District of Columbia tested positive for WNV. 
Among the WNV-positive pools, 7,224 (64.2%) were made 
up of Culex mosquitoes thought to be the principal vectors of 
WNV transmission (i.e., Cx pipiens, Cx. quinquefasciatus, 
restuans, Cx. salinarius, and Cx. tarsalis) (1). Unidentified o1 


other species of Culex mosquitoes made up 3,843 (34.1 


, , , ; . 

pools, and non-Culex species (i.e., Aedes spp., Anopheles 
” , , ' 

Coguillettidia spp Uulisetd spp OUchlerotatus spp. and 
j ' 

Psorophora spp mad up 196 ] 


/ C 


pools. Data from 2005 


included the first report of WNYV infection in Cudiseta i 


£LGEsS 


} 


The number of reported WNV-infected mosquito pools 
peaked during the second week in August. 


Reported by: // Sy 
RS Nasci. PhD. N } 
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Editorial Note: The increase in reported cases of WNV dis 


ease in 2005 compared with 2004 suggests that endemic trans 


mission of WNYV in the United States will continue for 


foreseeable future. In 2005, nearly one third of human ca 


] | | | | 
wer'ce reported from California, but focal outbreaks 1 


in areas where seasonal transmission has occurred for severa 


vears (/). 


\pproximately 80% of all WNY infections are asymptom 


) 


atic, approximately 20% cause WNF, and <1% cause WNND 
2). The large percentage of WNND among reported 
reflects underreporting of WNF and lack of reporting of 
asymptomatic infections. Underreporting of WNF varies by 


Ld SOS 


: 
year and geographic area. (WNND has been a nationally noti 
fiable disease since 2002. In 2005, the Council of State and 


lerritorial Epidemiologists added WNF as a notifiable disease: 


however, the true incidence and public health impact of WNI 


1 
) 


remains underestimated by national surveillance data (2,3 
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FIGURE 1. Incidence* of West Nile virus neuroinvasive diseaset in humans — 


United States, 20058 


Certain birds (e.g., corvids, common 








grackles, house finches, and house spar- 
rows) develop high-titer WNV viremia, 
making them highly infectiou. to feeding 
mosquitoes. Many of these species also have 
high (>40%) mortality from WNYV infec- 
tion (1,6). Since 1999, corvids have 
accounted for 72% of all WNV-infected 
dead birds reported to CDC. The large 
number of reported corvid deaths likely 
results from their large size and suscepti- 
bility to WNV disease and death, and from 
surveillance programs targeted at corvids. 
Geographically, bird species can vary in 
usefulness as surveillance indicators for 
WNYV transmission; targeting locally rel- 
evant species can optimize efficiency of 
WNYV surveillance. 


Reports of WNV disease in equines have 








* Per 100,000 county residents 
. Meningitis, encephalitis, or acute flaccid paralysis 
* Provisional data as of December 1, 2005 


FIGURE 2. Number* of reported West Nile virus neuroinvasive 
disease? cases in humans, by week of illness onset — United 
States, 2005§ 


*N = 1,165 
. Meningitis, encephalitis, or acute flaccid paralysis 
Provisional data as of December 1, 2005 


Although persons of all ages appear equally susceptible to 
WNYV infection, both the incidence of WNND and the inci- 


dence of death increase with age, especially among persons 


aged >G60 years, and are slightly higher in males (/,4). During 
2005, the median age among persons with fatal WNND was 
similar to that of previous years (4,5). 


decreased annually since 2002 (CDC, 

unpublished data, 2005). The decline 

might represent a true decrease in equine 

disease incidence resulting from naturally 
acquired immunity or vaccination (7) or from less emphasis 
on reporting of WNYV disease in equines. The 2005 temporal 
and geographic distribution of equine WNV cases correlated 
with human cases, suggesting that equine surveillance can 
continue to help indicate areas of increased risk for human 
WNV disease. 

The Culex species most prevalent in WNV-positive pools 
during 2005, Cx. pipiens, Cx. quinquefasciatus, Cx. restuans, 
and Cx. tarsalis, are believed to account for most WNV trans- 
mission in the United States (/). During 2005, a total of 
34 different WNV-infected mosquito species were identified, 
including key species in the transmission of other arboviral 
diseases. These species include Cx. nigripalpus, the principal 
vector of St. Louis encephalitis (SLE) in Florida (8), and 
Cx. tarsalis, a major vector of SLE and western equine 
encephalitis in western states (8). Although other species 
(e.g., Aedes triseriatus, Ae. albopictus, and Ae. aegypti) might 
contribute to WNYV transmission to humans, control of Culex 
mosquitoes remains critical to reducing risk for human WNV 
disease. 

In 2005, WNYV spread into areas of the western United States 
where transmission previously was not documented; WNV 
has recurred annually in other regions. Ongoing WNV sur- 
veillance monitors the spread of the virus and helps target 
prevention and control strategies. Through increased atten- 
tion to arboviral diagnosis, testing, and reporting, the 


ArboNET surveillance system is well positioned to detect 
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increased transmission of all endemic arboviruses and intro- 
duction of other foreign arboviruses. In the absence of an 
effective vaccine, prevention of WNV disease depends on com- 
munity-level mosquito control and promotion of personal 
protection against mosquito bites, such as use of repellents 


ind avoiding outdoor exposure when mosquitoes are active. 
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Update: Influenza Activity — 
United States, October 2- 
December 3, 2005 


During October 


December 3, 2005, low level influenza 
activity was reported in the United States. This report sum 
marizes U.S. influenza activity” since the beginning of the 
2005—06 influenza surveillance season and updates the previ 


ous summary 





Influenza Viral Surveillance 
and Characterization 

During the current influenza surveillance season,’ U.S. 
World Health Organization (WHO) collaborating laborato- 
ries and National Respiratory and Enteric Virus Surveillance 
System (NREVSS) laboratories in the United States tested 
20,336 respiratory specimens for influenza viruses; 173 (0.9%) 
were positive. The weekly percentages of specimens testing 
positive for influenza virus ranged from 0.4% to 1.4%. Since 
October 2, influenza viruses have been reported from 30 states. 
Of the 173 influenza viruses identified, a total of 151 (87 
were influenza A viruses, and 22 (12.7%) were influenza B 
viruses. Of the 151 influenza A viruses, 78 (51.7%) have been 
subtyped, with 76 (97.4%) determined to be influenza A 
(H3N2) viruses and two 
\ (HINI ) viruses. 


CDC has characterized antigenically 16 influenza viruses 


2.6%) determined to be influenza 


collected by U.S. laboratories since October 1, 2005. These 
include 14 influenza A (H3N2) viruses that are similar to 
\/California/07/2004, the influenza A (H3N2) component 
included in the 2005—06 influenza vaccines, and two influ- 
enza B viruses, one that belongs to the B/Victoria lineage and 
one that belongs to the B/Yamagata lineage and was charac 
terized as B/Florida/07/2004-like. Recently circulating influ- 
enza B viruses have belonged to two antigenically and 
genetically distinct lineages represented by B/Victoria/2/87 
viruses and B/Yamagata/16/88 viruses. The influenza 
B/Florida/07/2004-like virus isolated is a minor antigenic vari- 
ant of B/Shanghai/361/2002, the recommended influenza B 


component fot the 2005-06 influenza vaccine. 


. . . 

influenza-Related Pediatric Mortality 

During the current influenza surveillance season, California 

‘ : 

reported two influenza-related pediatric deaths. One occurred 
during the 2004—05 influenza surveillance season, and one 
occurred during the 2005—06 season, the only influenza 
related pediatric death reported during the current 


Surve illanc e season 


Pneumonia and Influenza (P&I) Mortality 
Surveillance 

During the current influenza surveillance season, 
5.7%—6.7% of all deaths reported to the 122 Cities Mortality 


Reporting System were attributable to P&I. Each week, the 
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percentage of P&I deaths was below the epidemic threshold® 
(Figure 1). 


Patient Visits for Influenza-Like Illness 
(ILI) 

During the current influenza surveillance season, weekly 
percentages of patient visits for II ty reported by approximately 
1,000 U.S. sentinel providers in 50 states, New York City, 
Chicago, and the District of Columbia have ranged from 1.2% 
to 1.7%. During the week ending December 3, the percent- 
age of patient visits for ILI was 1.6%, which is below the 


national baseline of 2.2%." 


Influenza Activity Levels Reported by State 
and Territorial Epidemiologists 

No state has reported widespread or regional influenza 
activity’’ during the current influenza surveillance season. 
During the week ending December 3, Nebraska was the only 
state to report local influenza activity; 29 states, New York 
City, and Puerto Rico reported sporadic influenza activity; 
20 states and the District of Columbia reported no influenza 


activity (Figure 2). 


Pediatric Hospitalizations Associated with 
Laboratory-Confirmed Influenza Infection 
CDC monitors laboratory-confirmed influenza-associated 


pediatric hospitalizations by using two population-based 


surveillance networks: the Emerging Infections Program 





he expected seasonal baseline proportion of P&I deaths reported by the 122 
Cities Mortality Reporting System is projected using a robust regression 
procedure in which a periodic regression model is applied to the observed 
percentage of deaths from P&I that occurred during the preceding 5 years. 


} 


Che epidemic threshold is 1.645 standard deviations above the seasonal 


baseline 

Temperature of >100.0 | 37.8 C) and cough and/or sore throat in the 
absence of a known cause other than influenza 

he national baseline was calculated as the mean percentage of visits for ILI 
during noninfluenza weeks for the preceding three seasons, plus two standard 
deviations. Noninfluenza weeks are those in which <10% of laboratory 
specimens are positive for influenza. Wide variability in regional data precludes 
calculating region-specific baselines; therefore, applying the national baseline 
to regional data is inappropriate 

Levels of activity are 1) no activity, 2) sporadic: small numbers of laboratory 
confirmed influenza cases or a single influenza outbreak reported but no 
increase in cases of ILI, 3) /ocal: outbreaks of influenza or increases in ILI 
cases and recent laboratory-confirmed influenza in a single region of a state, 
4) regional: outbreaks of influenza or increases in ILI cases and recent 
laboratory-confirmed influenza in at least two but less than half the regions 
of a state, and 5) widespread: outbreaks of influenza or increases in ILI cases 
und recent laboratory-confirmed influenza in at least half the regions of a 


State 


FIGURE 1. Percentage of deaths attributed to pneumonia and 
influenza (P&l) reported by the 122 Cities Mortality Reporting 
System, by week and year — United States, 2002-2005 


Epidemic threshold* 


Seasonal! baseline 


Week and year 


* The epidemic threshold is 1.645 standard deviations above the seasonal 

, baseline percentage 

' The seasonal baseline is projected using a robust regression 
procedure that applies a periodic regression model to the observed 
percentage of deaths from P&I during the preceding 5 years 


FIGURE 2. States in which estimated influenza activity levels 
were reported by state and territorial epidemiologists, by level 
of activity* — United States, December 3, 2005 














* Levels of activity are 1) no activity, 2) sporadic: small numbers of labora- 
tory-confirmed influenza cases or a single influenza outbreak reported 
but no increase in cases of influenza-like illness (ILI), 3) /oca/: outbreaks 
of influenza or increases in ILI cases and recent laboratory-confirmed 
influenza in a single region of a state, 4) regional: outbreaks of influenza 
or increases in IL! cases and recent laboratory-confirmed influenza in at 
least two but less than half the regions of a state, and 5) widespread: 
outbreaks of influenza or increases in ILI cases and recent laboratory- 
confirmed influenza in at least half the regions of a state 
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(EIP),** which began surveillance for the 2005—06 season on 
October 1, 2005, and the New Vaccine Surveillance Network 
NVSN), which began surveillance for the 2005—06 season 
on October 30, 2005. Surveillance methods and case defini- 
tions differ slightly between the two systems. "4 During 
October 1—-November 26, 2005, the preliminary influenza- 
associated hospitalization rate for children aged 0-4 years 
reported by EIP was 0.06 per 10,000. EIP also monitors 
hospitalizations in children aged 5-17 years; no influenza- 
associated hospitalizations for this older group were reported 
during the same period. During October 30—November 26, 
2005, NVSN reported no laboratory-confirmed influenza 
associated hospitalizations among children aged 0—4 years. EIP 
and NVSN hospitalization rate estimates are preliminary and 


might change as data continue to be collected. 


Human Cases of Avian Influenza A (H5N1) 


No human case of avian influenza A (H5N1) virus infec 
tion has been identified in the United States. From January 
2004 through December 9, 2005, a total of 137 laboratory- 
confirmed human cases of avian influenza A (H5N1) infec 
tions were reported to the World Health Organization (2). 
Of these, 70 (51%) were fatal (Table). All cases were reported 
from five countries in Asia (Cambodia, China, Indonesia, 


Thailand, and Viet Nam). 


Reported by: \\ 


j / 


17miolo¢gy, aiid 


VD. EIS Officer, CD 
Editorial Note: During October 2—December 3, the United 
States experienced a low level of influenza activity. During the 
week ending December 3, state and territorial epidemiolo 


gists reported only one state (Nebraska) with local influenza 





activity and 29 states, New York City, and Puerto Rico with 
sporadic activity; 20 states and the District of Columbia 
reported no activity. In addition, P&I mortality and patient 
visits for ILI have remained below national baseline levels. 

Vaccination is the best way to prevent influenza (3). 
Although influenza vaccinations begin in October, vaccina- 
tion in December and beyond is still beneficial; influenza 
activity usually does not peak in the United States until 
December—March (3). The degree of antigenic match between 
the current vaccine strains and strains that will circulate this 
season will be determined as more strains become available 
for analysis. 

Influenza surveillance reports for the United States are posted 
online weekly during October—May and are available at http: 
www.cdc.gov/flu/weekly/fluactivity.htm. Additional informa- 
tion about influenza viruses, influenza surveillance, and the 
influenza vaccine is available at http://www.cdc.gov/flu. 

Sporadic cases of avian influenza A (H5N1) in humans con- 
tinue to be reported in Asia; in November, for the first time 
during the current outbreak (December 26, 2003 through 
December 9, 2005), China reported laboratory-confirmed 
cases (4). The majority of cases appear to have been acquired 
from direct contact with infected poultry. No evidence of sus- 
tained human-to-human transmission of HSN1 has been 
detected, although rare cases of human-to-human transmis- 
sion likely have occurred (5). 

Recently, influenza A (H5N 1) was reported for the first time 
in avian species in Europe (6), although the likely Asian ori- 
gin of the outbreaks has been confirmed by virus sequencing 
analysis and virus isolation (7). This westward spread of dis- 
ease might be attributed to transport of virus by wild migra- 
tory birds from Asia (8); further research is needed to better 
understand the role of migratory birds in the current HSN] 
epizootic. 

CDC continues to recommend enhanced surveillance for 
suspected HSN1 cases among travelers with unexplained 
severe respiratory illness returning from H5N 1-aftected coun 
tries (/) as a defense against further spread of the disease from 
H5N 1-aftected countries. Additional information regarding 
avian influenza is available at http://www.cdce.gov/flu/avian: 


index.htm. 
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TABLE. Number of laboratory-confirmed human cases of avian influenza A (H5N1) infection reported to the World Health 


Organization — worldwide, January 2004—December 9, 2005 





Cambodia China 


Indonesia 


Thailand Viet Nam Total 





Year of onset No. Deaths No. Deaths No. 


Deaths 


No. Deaths No. Deaths No. Deaths 





2003 0 0 0 
2004 0 0 
2005 é 4 13 
Total 4 13 


0 


0 
8 
8 


0 0 3 3 3 3 
7 12 29 20 46 32 
5 2 61 19 88 35 
22 14 93 42 137 70 
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Brief Report 


Respiratory Syncytial Virus Activity — 
United States, 2004-2005 


Respiratory syncytial virus (RSV) is a major cause of lower 
respiratory tract infections (LRTIs) (e.g., bronchiolitis and 
pneumonia) among young children, resulting in an estimated 
51,000-82,000 hospitalizations annually in the United States 
(1). RSV also causes severe disease and death among older 
persons (2,3) and persons of all ages with compromised respi- 
ratory, cardiac, or immune systems and can exacerbate chronic 
cardiac and pulmonary conditions (4,5). In temperate climates, 
most RSV infections occur during a distinct seasonal peak. 
Chis report presents preliminary data from RSV activity 
reported to the National Respiratory and Enteric Virus 
Surveillance System (NREVSS) for the weeks ending 
July 2 through December 3, 2005, indicating the onset of the 
2005—06 RSV season, and summarizes trends during July 
2004—June 2005. Health-care providers should consider RSV 
in the differential diagnosis for persons of all ages with LRTIs, 
implement appropriate isolation precautions to prevent noso- 


comial transmission (6), and provide appropriate immune 


prophylaxis to eligible children, including certain premature 
infants or infants and children with chronic lung and heart 
disease (7). 

NREVSS is a voluntary, laboratory-based surveillance sys- 
tem of 89 clinical and public health laboratories in 38 states 
and the District of Columbia.* Laboratories report weekly to 
CDC the number of specimens tested and the number posi- 
tive for certain respiratory and enteric viruses. During July 
2004—June 2005, of 135,491 tests for RSV reported, 19,642 
(14.5%) were positive. Widespread RSV activity’ began the 
week ending November 13, 2004, and continued for 21 weeks 
until April 2, 2005. Activity appeared highest during Decem- 
ber for the South and Northeast, during January for the West, 
and during February for the Midwest (Figure). Regionally, 


7-7 


RSV activity occurred first in the South (37 sites reporting 


activity; median weeks of onset and conclusion: November 2, 
2004, and February 26, 2005, respectively), later in the North- 
east (nine sites; November 20, 2004, and March 8, 2005) and 
West (19 sites; December 18, 2004, and March 26, 2005), 
and last in the Midwest (20 sites; January 1, 2004, and April 
12, 2005). Although 94% of RSV detections were reported 
2, 2005, 


sporadic detections were reported throughout the year. Dur- 


during the weeks ending November 13, 2004—April 


ing May—October 2005, laboratories in 23 states reported RSV 
detections. 

For the current reporting period (July 2—December 3, 2005), 
84 laboratories in 38 states reported testing for RSV. Since 
October, 62 participating laboratories have reported RSV 
detections. Preliminary 2005—06 data suggest that the annual 
seasonal peak began in the South during the week ending 
October 15 (Figure). 





* Northeast: Connecticut, Maine, Massachusetts, New Hampshire, New Jersey, 
New York, Pennsylvania, Rhode Island, and Vermont; Midwest: Illinois, Indiana, 
lowa, Kansas, Michigan, Minnesota, Missouri, Nebraska, North Dakota, Ohio, 
South Dakota, and Wisconsin; South 


of Columbia, Florida, Georgia, Kentucky, Louisiana, Maryland, Mississippi, 


Alabama, Arkansas, Delaware, District 


North Carolina, Oklahoma, South Carolina, Tennessee, Texas, Virginia, and 
West Virginia; West: Alaska, 
Montana, Nevada, New Mexico, Oregon, Utah, Washington, and Wyoming. 
Widespread RSV activity is defined by NREVSS as the first of 2 consecutive 


Arizona, California, Colorado, Hawaii, Idaho, 


weeks when 50% of participating laboratories report RSV detections or isolations 
and when the mean percentage of specimens positive by antigen detection 1S 
10% 
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FIGURE. Percentage of specimens testing positive by antigen detection for hemodynamically significant heart disease, 
respiratory syncytial virus, by region* and month — United States, July 2, 2004— Se 


and 3) preterm infants born at <32 weeks 
December 3, 2005 i 


gestation or preterm infants born at 32—35 





weeks’ gestation with at least two additional 
risk factors (e.g., day care attendance, 
exposure to environmental pollutants, 
school-aged siblings, congenital abnormal- 
ity of the airways, or neuromuscular 
disease) during their first RSV season. 


Because onset of RSV activity can vary 


Percentaae 


among regions and communities, physi- 


cians and health-care facilities should con- 





sult their local clinical laboratories for the 
latest data on RSV activity (/0). Additional 


‘. ~—”a* . - . 
°, OS 2 : YON en et j information and updates on national and 


Aug Sey t Nov Dec| Jan Feb Mar Apr May Jun Jul Aug Ser Ov regional RSV trends are available at http:// 


www.cdc.gov/ncidod/dvrd/revb/nrevss/ 


Month and year " 
index.htm. 


* Northeast: Connecticut, Maine, Massachusetts, New Hampshire, New Jersey, New York, Reported by: National Respirator) and Enteric 
Pennsylvania, Rhode Island, and Vermont; Midwest: Illinois, Indiana, lowa, Kansas, Michigan, Virus Surveillance System collaborating 
Minnesota, Missouri, Nebraska, North Dakota, Ohio, South Dakota, and Wisconsin; South eee, ee ee ae 
Alabama, Arkansas, Delaware, District of Columbia, Florida, Georgia, Kentucky, Louisiana, Mary- is aba Pag oe a 
land, Mississippi, North Carolina, Oklahoma, South Carolina, Tennessee, Texas, Virginia, and L] Anderson, MD, Div of Viral and Rickettsial 
West Virginia; West: Alaska, Arizona, California, Colorado, Hawaii, idaho, Montana, Nevada Diseases, National Center for Infectious Diseases, 
New Mexico, Oregon, Utah, Washington, and Wyoming cn 
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Notice to Readers 





Ninth Annual Conference on Vaccine 
Research, May 8-10, 2006 


CDC and 10 other national and international agencies and 
organizations will collaborate with the National Foundation 
for Infectious Diseases in sponsoring the Ninth Annual! Con- 
ference on Vaccine Research (including basic science, product 
development, and clinical and field studies), to be held May 
8—10, 2006, at the Marriott Inner Harbor Hotel, Baltimore, 
Maryland. The conference is devoted exclusively to the 


research and development of vaccines and related technolo- 


gies for the prevention and treatment of disease and will bring 


together human and veterinary vaccinology researchers. 


Thirty-four speakers will address topics that include tuber- 
culosis vaccines, vaccines in the elderly and adolescents, herd 
immunity, vaccine constructs based on novel immunologic 
strategies, veterinary vaccines, adverse reactions, and differing 
immune responses in developing countries. Oral and poster 
presentations will be selected through peer review of submit- 
ted abstracts. 

Deadline for submission of abstracts is February 3, 2006. 
Information about the preliminary program, abstract submis- 
sion, registration, hotel accommodation, and exhibition space 
is available at http://www.nfid.org/conferences/vaccine06, and 
by e-mail (vaccine@nfid.org), fax (301-907-0878), telephone 
(301-656-0003, ext 19), and mail (NFID, Suite 750, 4733 
Bethesda Avenue, Bethesda, MD 20814). 
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QuickStats 


FROM THE NATIONAL CENTER FOR HEALTH STATISTICS 


Total Fertility Rates, by State — United States, 2003 














On the basis of 2003 birth rates, U.S. women have an average of 2.0 births during their lives. The 
total fertility rate (i.e., the estimated average number of births per woman in a lifetime, based on the 
age-specific birth rates observed in a given year) varies by state, ranging from 1.7 in Vermont to 2.6 
in Utah. In 2003, the District of Columbia had the lowest rate at 1.6. Rates were lower in the 
northeastern states and higher in the southwestern states. 


SOURCE: Martin JA, Hamilton BE, Sutton PD, et al. Births: final data for 2003. Natl Vital Stat Rep 2005;54(2). 
Available at http://www.cdc.gov/nchs/data/nvsr/nvsr54/nvsr54_02.padf 
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FIGURE I. Selected notifiable disease reports, United States, comparison of provisional 4-week totals December 10, 2005, with historical 
data 


CASES CURRENT 
DISEASE DECREASE INCREASE 4 WEEKS 
Hepatitis A, acute 139 


185 


29 





0.0625 0.125 0.25 0.5 


Ratio (Log scale) 
[—] Beyond historical limits 
ere reported for the current 4-week period yielding a ratio for week 49 of zero (0 


+-week total to mean of 15 4-week totals (from previous, comparable, and subsequent 4-week periods for the past 5 years). The point where the hatched area 
wo standard deviations of these 4-week totals 


TABLE |. Summary of provisional cases of selected notifiable diseases, United States, cumulative, week ending December 10, 2005 (49th Week)* 
Cum. Cum. Cum. Cum. 
Disease 2005 2004 Disease 2005 2004 
Anthrax _— Hemolytic uremic syndrome, postdiarrheal' 163 165 
Botulism HIV infection, pediatric" 
foodborne 13 1 Influenza-associated pediatric mortality'** 
infant 78 3 Measles 
other (wound & unspecified) 27 Mumps 
Brucellosis Plague 
Chancroid y Poliomyelitis, paralytic 
Cholera Psittacosis' 
Cyclosporiasis' Q fever’ 
Diphtheria — Rabies, human 
Domestic arboviral diseases Rubella 
(neuroinvasive & non-neuroinvasive) — Rubella, congenital syndrome 
California serogroup’ SARS' ** 
eastern equine’ Smallpox’ 








Powassan' — Staphylococcus aureus 
St. Louis’ Vancomycin-intermediate (VISA)' 
western equine’ Vancomycin-resistant (VRSA)' 
Ehrlichiosis Streptococcal toxic-shock syndrome’ 
human granulocytic (HGE)' Tetanus 
human monocytic (HME)' 448 Toxic-shock syndrome 
human, other and unspecified ' 84 Trichinellosis™ 
Hansen disease 79 Tularemia' 
Hantavirus pulmonary syndrome’ 22 y Yellow fever 




















—: No reported cases 
* Incidence data for reporting years 2004 and 2005 are provisional and cumulative (year-to-date) 
. Not notifiable in all states 
. Updated weekly from reports to the Division of Vector-Borne Infectious Diseases, National Center for Infectious Diseases (ArboNet Surveillance). 
Updated monthly from reports to the Division of HIV/AIDS Prevention, National Center for HIV, STD, and TB Prevention. Last update September 25, 2005 
** Updated weekly from reports to the Division of Viral and Rickettsial Diseases, National Center for Infectious Diseases. Of the 48 cases reported, four were 
,, reported since October 2, 2005 (40th Week). Of these four, only two occurrred during the current 2005-2006 season 
<< Of 63 cases reported, 52 were indigenous and 11 were imported from another country 
~. Of 27 cases reported, nine were indigenous and 18 were imported from another country. 
Formerly Trichinosis 
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TABLE Il. Provisional cases of selected notifiable 


(49th Week)’ 


diseases, United States, weeks ending December 10, 2005, and December 11, 2004 





AIDS 


Chiamydiat 


Coccidioidomycosis 


Cryptosporidiosis 








Reporting area 


Cum. 
2004 








Cum. Cum. Cum. 
2005 2004 2005 





Cum. 
2004 





UNITED STATES 


NEW ENGLAND 
Maine 
N.H 


MID. ATLANTIC 
Upstate N_Y 
N.Y. City 

. 


Pa 


E.N. CENTRAL 


CENTRAL 


ATLANTIC 


PACIFIC 

Wast 

re 

Ale 

Hawa 

auam 

PR 

Amer. Samoa 
N.M.1 


N: Not notifiable | 


867,984 


28,352 
1,964 
1,641 
1,079 

12,632 
3,228 


4.621 5.617 7,059 


- 323 
N N 26 
33 

37 

136 

13 

78 
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4 
oO 


3,415 
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20 
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U: Unavailable No rep 
, Incidence data for reporting years 2004 and 2005 are 


rted cases C.N.M.1.: Commonwealth 


f Northern Mar ar 


provisional 


and Cumulative (year-to-date) 


Chlamydia refers to genital infections caused by C. trachomatis 
» Updated monthly from reports to the Division of HIV/AIDS Prevention, N 


Contains data reported through National Electronic D 


ational Center for HIV, STD, and TB Preventior 
isease Surveillance System (NEDSS) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending December 10, 2005, and December 11, 2004 
(49th Week)* 





Escherichia coli, Enterohemorrhagic (EHEC) 
Shiga toxin positive, Shiga toxin positive, 
0157:H7 serogroup non-0157 not serogrouped 


Cum Cum. Cum. Cum. Cum. Cum. 
Reporting area 2005 2004 2005 2004 2005 


UNITED STATES 2,346 2,413 331 288 307 is 16,968 18,663 298,893 308,071 
NEW ENGLAND 158 162 54 43 25 1,548 1,677 5,367 
Maine 5 194 

53 
176 
671 





Giardiasis Gonorrhea 
Cum. Cum. Cum. Cum. 
2004 2005 2004 2005 2004 
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TABLE Ii. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending December 10, 2005, and December 11, 2004 
(49th Week)* 





Haemophilus influenzae, invasive 
Age <5 years 





All ages 
All serotypes Serotype b Non-serotype b Unknown serotype 


Cum Cum Cum Cum. Cum. Cum. Cum. 
Reporting area 2005 2005 2005 2004 2005 2004 


























2004 
) RTA 182 164 


104 4 


1 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending December 10, 2005, and December 11, 2004 
(49th Week)* 





Hepatitis (viral, acute), by type 








Cum. Cum. 
Reporting area 2005 2004 
UNITED STATES j 5,135 5,899 


NEW ENGLAND 272 363 
Maine 11 6 
N.H 7 26 34 
Vt é 5 6 
Mass 199 208 
R.1 - 3 6 
Conn 7 103 


MID. ATLANTIC 723 
Upstate N.Y. > 


N.Y. City : 155 
N.J 7 59 200 
Pa - 5 - 290 


E.N. CENTRAL 
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Mt notifiable U: Unavailable No reported cases N.M.1.: Commonweaith of Northern Mariana Islands 


* Incidence data for reporting years 2004 and 2005 are provisional and cumulative (year-to-date) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending December 10, 2005, and December 11, 2004 
(49th Week)* 





Legionellosis Listeriosis Lyme disease Malaria 
Cum Cum Cum Cum. Cum. Cum. Cum. Cum. 
Reporting area 2005 2004 2005 2004 2005 2004 2005 2004 


700 20,076 17,783 1,175 1,325 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending December 10, 2005, and December 11, 2004 
(49th Week)* 





Meningococcal disease 





Serogroup 
All serogroups A, C, Y, and W-135 Serogroup B Other serogroup Serogroup unknown 
Cum. Cum. Cum. | Cum. Cum. Cum. Cum. Cum. Cum. Cum. 
Reporting area 2005 2004 200: 2004 2005 2004 2005 2004 200 2004 


UNITED STATES 1,061 1,128 06 191 128 15 17 28 710 794 
NEW ENGLAND 
Maine 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending December 10, 2005, and December 11, 2004 





(49th Week)* 





Rocky Mountain 
spotted fever 


Salmonellosis 


Shigellosis 


Cum. Cum. 











Cum. Cum. 
2005 2004 





Cum. Cum. 
2005 2004 





2005 2004 


12.899 13.01 





Reporting area 


284 


3 
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TABLE li. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending December 10, 2005, and December 11, 2004 
(49th Week)* 





Streptococcus pneumoniae, invasive disease 
Drug resistant, 
all ages 





Streptococcal disease, 


Syphilis 
invasive, group A 





Age <5 years Primary & secondary 


Cum. Cum. Cum. Cum. Cum. Cum. Cum. 
2005 2004 2005 2004 2005 2004 2005 2004 
4,088 2,049 118 870 77 7,559 7,34C 252 364 
NEW ENGLAND 162 268 111 ‘ 5 108 202 175 1 4 
Seine 19 ry ‘ > . 

N.H 15 ¢ 


Congenital 
Cum. Cum. Cum. 
Reporting area 2005 2004 


UNITED STATES 
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TABLE Il. (Continued) Provisional ca 


ses of selected notifiable diseases, United States, weeks en 


ding December 10, 2005, and December 11, 2004 






































(49th Week)* 
Varicella West Nile virus disease’ 
Tuberculosis Typhoid fever (chickenpox) Neuroinvasive Non-neuroinvasive*® 
Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. Cum. 

Reporting area 2005 2004 2005 2004 2005 2004 2005 2004 2005 
UNITED STATES 10,769 12,385 255 301 24,514 27,358 1,165 1,142 1,464 
NEW ENGLAND 341 418 24 22 2,279 3,315 9 4 
Maine 17 20 1 213 280 — _ - 
N.H 6 16 1,409 — — — 
vt 5 5 114 413 — _ —- 
Mass 226 243 14 15 543 855 4 _ 2 
RI 35 4 1 1 — — 1 _ = 
Conn 52 86 8 6 U 1,767 4 2 
MID. ATLANTIC 1,897 1,956 50 72 4,537 89 26 17 17 
Upstate N.Y 237 271 5 10 - — 5 — 
N.Y. City 323 962 24 29 - - 10 2 4 
N.J 443 436 13 18 — 2 1 2 
Pa 294 28 8 15 4,537 89 14 9 11 
E.N. CENTRAL 1,160 1,089 22 35 6,330 12,118 235 66 115 
Oh 182 2 7 1,477 1,412 46 11 15 
ind 122 1 597 N 10 8 1 
| 541 485 8 16 75 6,089 132 29 88 
Mict 199 213 6 9 3,794 3,957 36 13 5 
Ww 74 87 5 3 387 660 11 5 6 
W.N. CENTRAL 410 439 6 3 603 183 151 86 423 
Minn 171 169 5 5 — 17 13 27 

wa 4 4 N N 13 13 19 
M 34 114 2 456 5 18 27 13 
N. Dak 2 4 55 82 12 2 74 

Dak 14 8 2 96 35 6 192 
Nebr 29 37 2 43 7 90 
Kans 53 60 1 = 13 18 8 
3. ATLANTIC ) 284 2? 595 52 43 2,373 2,192 30 65 22 
De 19 17 1 28 5 1 - 
Md 41 G2 12 12 - 4 10 1 
D.C 48 7 38 25 1 

3 281 25€ 18 4 729 481 4 
W. Va 24 22 1,093 1,259 - N 
N.( 265 320 € 8 - N 2 3 2 
S.C 205 164 485 422 5 - - 
Ga 349 529 4 a 3 14 7 
Fla 852 948 11 10 9 33 12 
E.S. CENTRAL 14 623 7 8 - 48 64 60 38 

v 104 11 2 3 N N 5 - 
Tenn 233 19 2 5 14 13 3 
Ala 177 35 1 48 6 15 4 
Miss 06 2 9 31 31 
W.S. CENTRAL 1,356 1,808 16 6 5,974 6.954 232 237 117 
Ark 109 108 30 - 11 17 15 
La 1 111 56 100 85 38 
Okla 130 > 1 - 14 16 13 
Tex 1,117 14 5 5,833 6,898 107 119 51 
MOUNTAIN 342 502 11 8 2,418 2,459 135 322 217 
Mont 8 14 - - 8 2 17 
idaho 3 ~ 2 1 7 
Wyo 4 52 56 6 2 6 
Colo >1 120 7 3 1,734 1,959 20 41 81 
N. Mex 19 37 168 U 20 31 13 
Ariz 207 198 2 2 = 44 214 47 
Utah 26 35 1 1 464 444 21 6 31 
Nev 31 31 1 2 14 25 15 
PACIFIC 2,465 2,958 67 78 - 283 289 511 
Wash 229 219 5 6 N N - 
Oreg 54 98 3 1 - 1 - 6 
Calif 2,034 2,498 47 65 282 289 505 
Alaska 38 34 . — S - 
Hawaii 110 109 12 6 _ —_ 
Guam 49 — 209 
PR 104 565 381 - 
VI at i re 
Amer. Samoa U U U U U U U U 
C.N.M.1 U U U U - 





N: Not notifiable 


* Incidence data for reporting years 2004 
Updated weekly from reports to the Division of Vector-Bor 
§ Not previously notifiable 


Unavailable 


No reported cases 
and 2005 are provisional and cumulative (year-to-date) 
ne Infectious Diseases, National Cente 


C.N.M.1 


Commonwealth of Northern Mariana Islands 


r for Infectious Diseases (ArboNet Surveillance) 
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TABLE Ill. Deaths in 122 U.S. cities,“ week ending December 10, 2005 (49th Week) 
All causes, by age (years) 


All P&l' 
Reporting Area Ages >65 45-64 | 25-44] 1-24 Total Reporting Area 
NEW ENGLAND 543 113 25 13 58 S. ATLANTIC 
Boston, Mass 145 43 7 1 2 

Bridgeport, Conn : 22 4 1 4 
Cambridge, Mass 

Fall River, Mass 

Hartford, Conn 

Lowell, Mass 





All causes, by age (years) 
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